SUMMARY Sixteen cases of desert lung with cataracts were previously reported on, and an additional 14 cases have now been encountered from the same area of which 13 had cataracts. The association of cataract with desert lung was not commented on in the previous report, because it was thought to be coincidental. It now appears to be real rather than coincidental. Analysis of these 33 patients showed the following: none had significant clinical signs; x-ray findings were mainly those of micronodular miliary infiltrates; 88% were found to have cataracts; 85% were females. The frequency of cataract among patients over the age of 50 years coming to the hospital for eye problems was 26%. These figures showed a distinct relationship between desert lung and cataract in the Arabian desert. The causal relationship is not as yet clear, but 'tandoor' baking is suggested as the main factor.
The term 'desert lung" has been used to describe a non-occupational pneumoconiosis which is relatively common in desert areas. Its cause is prolonged, excessive exposure to atmospheric dust. Cases have been reported from the Sahara Desert,2 Libyan Desert,3 and Negev Desert. 4 Nineteen cases of desert lung from the Najd area (the central province of Saudi Arabia) have previously been reported from this centre,' of which 16 were found to have cataracts. Of this cataract subgroup 11 cases had undergone general anaesthesia for senile mature cataracts, while five cases were retrospectively diagnosed and had not been operated upon. An additional 14 cases of desert lung have now been encountered from the same region, 13 of which also have cataracts. This concurrent finding of cataracts was not commented upon in the previous report, because initially it was considered to be coincidental and the cataract due to the aging process. The frequent association of these two apparently unrelated diseases, desert lung and cataract, suggests the possibility of a common aetiology.
The aim of this study is to describe briefly the 29 patients who had both desert lung and cataracts and to suggest possible causes of this combination.
Material and methods
Cases. During a four-year period a total of 38570 were normal and three showed mild restrictive changes.
Transbronchial needle biopsy was performed in three cases and showed that the pulmonary miliary nodules seen on the chest radiographs were full of dust particles, being birefringent under polarised light (Fig. 2) .
Discussion
Many physicians are not familiar with the disease of desert lung, so that most of these cases are misdiagnosed. Desert lung is mainly due to the high . silica content of the inhaled particles. As much as 70% is composed of fine particles of sandy dust. The prevalence of the disease among females is not clearly understood, but may be explained by their daily activities which involve cleaning, dusting, and herding, exposing them to dust and sand much more frequently than men throughout the years.
The disparity between the average age of males (69 years) and females (59 years) may be explained by An association between 'Desert lung' and cataract-a new syndrome After taking into consideration that there is widespread exposure to atmospheric dust, the low incidence of the disease, particularly in male patients, and that all patients were asymptomatic, one can conclude that the atmosphere has a benign effect on the lungs. In two of the three patients with restrictive changes on the pulmonary function tests, chest radiographs showed the micronodular and reticular pattern. This might suggest that the micronodular pattern alone is more benign than micronodular and reticular infiltrates. However, further study of more cases is needed to verify such a correlation. The one patient with bilateral complete corneal opacities has not been included because cataract in this patient cannot be proved or excluded. Thickening of the bronchial wall was seen in eight patients, but this finding is relatively common among even young, healthy people in the region and is probably caused by the same dusty atmosphere.
The association of desert lung and cataract (Table  4) is highly significant. Furthermore, the actual frequency of cataracts among the population over the age of 50 years must be smaller because our sample represents patients from ophthalmology clinics and not from the general population. Correlation of severity of cataracts with the extent of pulmonary changes of desert lung has not been made in the present study.
A possible explanation for the concomitance of these diseases may be explained by the use of open fire of the 'tandoor' in the rural areas. A tandoor is a one-metre high, barrel-like apparatus made of potter's clay, erected vertically above the ground and in which a fire is lit. As the tandoor is used daily for baking in the rural area, the women have to lean over and look inside it, thus exposing themselves to long periods of high temperatures and hot air inhalation. Exposure to tandoor heat is quite intense, and, since the women have frequently to check the tandoor, they sometimes have strands of hair or even eyelashes singed. This persistent exposure to intense heat may have a dual effect (1) damage to respiratory cilia and the resultant predisposition of the lungs to atmospheric dust deposition; this might also explain the prevalence of desert lung in female patients. (2) development of cataracts as a consequence of the long exposure of the eyes to high temperatures, a condition similar to 'glassblower's cataract. ' It is well known that exposure to high temperatures which do not produce any significant abnormality in the rest of the body will produce pathological effects on the eye. Infrared injury absorbed by the iris is transmitted to the lens and causes cataracts.' The reasons for this are two fold6: (1) heat in the anterior segment of the eye, particularly on the pigment of the iris, will induce metabolic changes that are deleterious to the lens; (2) as the lens is avascular, dissipation of heat takes place from it at a much slower rate than from the rest of the body.
The morphological prevalence of posterior subcapsular cataracts in these patients is consistent with chronic exposure to heat and similar to the chronic exposure of infrared radiation by glass 
